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COMPLAINT INVESTIGATION FORM 


If there is an issue with more than one veterinarian please file a 
separate Complaint Investigation Form for each veterinarian 


PLEASE PRINT OR TYPE 


FOR OFFICE USE ONLY 


| Date Received: Nov. (4, 2014 Case Number. 22-29 


A. THIS COMPLAINT IS FILED AGAINST THE FOLLOWING: 


Name of Veterinarian/Cvt: Kathleen Slocum 
Premise Name: Little Rascals Mobile Surgical Clinic 


Premise Address: 2211 W. Shangri-La Rd 
City: Phoenix State: AZ lip Code; 85029 
Telephone: (623) 210-6578 


B. INFORMATION REGARDING THE INDIVIDUAL FILING COMPLAINT*: 


ee | 


C., Sl, A 
Home Telep CellTelephone:_ 


*STATE LAW REQUIRES WE HAVE TO: DISCLOSE YOUR NAME UNLESS WE CAN SHOW THAT DISCLOSURE WILL 
RESULT IN SUBSTANTIAL HARM TO YOU, SOMEONE ELSE OR' THE PUBLIC PER A.R.S. § 41-1010. IF YOU HAVE 
REASON TO BELIEVE THAT SUBSTANTIAL HARM WILL RESULT IN DISCLOSURE OF YOUR NAME PLEASE PROVIDE 
COPIES OF RESTRAINING ORDERS OR OTHER DOCUMENTATION. 


C. PATIENT INFORMATION (1): 
Name: Minnie 
Breed/Species: French Bulldog | 

5 Sex, Female Color: Brindle 


Age: 


PATIENT INFORMATION (2): 
Name: 
Breed/Species: 

Age:__ SX: Color: 


D. VETERINARIANS WHO HAVE PROVIDED CARE TO THIS PET FOR THIS ISSUE: 
Please provide the name, address and phone number for each veterinarian. 


none: previously 


WITNESS INFORMATION: 
Please provide the name, address and phone number of each witness that has 


direct knowledge regarding this case. 
William Nickolas, , 


Lert Hee ON EEE I ee, rary er amy wre? petes 


Aitestation of Person Requesting Investigation 


By signing this form, | declare that the information contained herein is true . 
and accurate to the best of my knowledge. Further, | authorize the release of 
any and all medical records or information necessary to complete the 


‘investigation of this case. 
Signature: RUW Rant SNEOL ent 
Date: \W\\A\2\ 


F, 


a) 
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ALLEGATIONS and/or CONCERNS: 
Please provide all information that you feel is relevant to the complaint. This 
portion must be either typewritten or clearly printed in ink. 


| was given contact information for Little Rascals mobile clinic and contacted Jenn who 
the only point of contact for this service. We discussed Minnie's previous history of a 

spine stroke in_2019. She said this was fine no pre op lab work was needed. Minnie 
underwent a cyst removal and spay; | stayed in the local area while Minnie was having 
surgery since this facility is a mobile unit. | also had a chihuhua who had a closed 
hernia repair this same day. | picked him up and was told that Minnie was. not coming 
out of anesthesia well and they wanted to keep her for a few more hours. About 1 hour 
later | recieved a call from Jenn stating they found internal bleeding and that they had to 
go back in to stop the bleeding and that she was stable. They wanted to again keep any 
eye on her and they would call when she was ready for discharge. | called for update 
and was told 3 pm. | arrived around 3:20 to pick up Minnie. She was lethargic but 
conscious. Once we got home around 4 pm, | called Jenn because Minnie's heart rate 
was tachycardic, in the 200's, she was very lethargic and couldn't walk. Jenn said fast 
heart rate was good and not to worry. She asked that | stand her up which | was able to 
do but could not get her to do for long. Minnie continued to decline at home and we 
decided to take her into ER for care. She subsequently died from internal bleeding. | 
spoke with Jenn once my dog was in the care of the ER and she stated that Minnie’s 
blood pressures had been labile (high & low) prior to surgery after she was given 
anesthesia. | believe prior to the actual surgeries and while under anestheisa | should 
have been the oppourtunity to decide on whether to proceed. | also believe that the 
surgeon should have been the person relaying such critical information so that | could 
have made better informed decisons. Jenn relayed information in lay men's terms and 
not the entire picture of the severity. | am unsure of any of the actual interventions made 
for her while in the care of Little Rascals except for the receipt of services provided. | 
would appreciate an investigation into the care she recieved, as | feel they were 
negligible in informing me of her status PRIOR to surgery. | think a time out should have 
happened and | should have been informed. | was only notified afterwards when she 
was not doing well once she was home in my care. | also would like to know what 
occured during her care with them as | was not provided this information either. 
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1, Kathleen Slocum, am the veterinarian who performed the OHE on “Minnie” Nickolas, a 5 year 
old French Bulldog, on 11/1721. She was BAR upon presentation and her pre-op exam was 
normal. Her HR was144, Rr 36,T 100.2, MM pink with a CRT of <2. Ali other systems were - 
normal. Her OHE began at 9:35 am and was routine. In addition, a right caudal thigh was was . 
removed after the OHE was completed and surgery ended. at 10:11 am. Recovery appeared 
routine and uneventful 

At 1:26 pm, the patient was noted to be lethargic and a right caudal abdominal tap revealed 
sanguinous fluid. The patient was re-anesthetized and exploration of the abdomen was 
performed. Hemo-abdomen was noted with smail clots present but source of bleeding could 
not be identified. All ligatures from OHE were intact. All pedicles were re-ligated and no 
additional bleeding was noted. Exploratory ended at 1:55 pm. Patient recovery was slow. 
Owner was contacted and informed of above procedures and encouraged to seek follow-up 
care at a full service veterinarian due to unknown source of bleeding. Patient was picked up at 
approximately 4:00 pm and follow-up care was discussed again. 

Patient was followed up by text and phone calls throughout evening. Owner was encouraged 
to take to emergency clinic muitiple times. She elected to watch her and reported she would 
rather go to full service vet In the morning. Owner presented Minnie to Scottsdale Veterinary 
Clinic at approximately 8:30 pm. Records obtained from SVC revealed very prolonged PT/PTT 
so suspect patient had underlying clotting disorder that was undetected pre-operatively.. 


In owner's allegations and concerns, the owner reports my technician, Jen, told her no pre-op 
lab work was needed. This Is not true. We recommend lab work to all patients. Owner signed 
the intake document stating she declined lab work. Owner also stated that Jen said her blood 
pressure had been (labile) high and low prior to surgery after she was given anesthesia. Jen 
did not say this as we do not have blood pressure monitoring capabilities on the mobile. We 
monitor our-patients with a pulse-oximeter and HR and RR: are monitored with a stethoscope 
throughout every procedure. The owner claims that | should have been the person relaying 
such critical information. | was in contact with Jen and she was relaying the Information for me 
through text and calls throughout the evening. | specifically asked Jen if the owner wanted me 
to call her and Jen said that the owner was satisifed with Jen being the point of contact for me. 
The owner also claims we were “negligible” in informing her of her status prior to surgery. Her 
status prior to surgery was completely normal so there was nothing to inform her of pre-- 
operatively. Owner claims at the end of her allegation and concerns that she was only notified 
that Minnie was not doing well once she was home. This statement is not true and conflicts 
with what she states earlier in this section. She, herself, reported that we had told her Minnie 
was not coming out of the anesthesia well and that we wanted to keep her for monitoring. She 
also admits that we contacted her- Minnie was bleeding Internally and we needed to go 
back in. Certainly, Minnie's passing’was very sad and unexpected but | believe the owner was 
kept informed and excellent lard of care was maintained at all times. 
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VICTORIA WHITMORE 
- EXECUTIVE DIRECTOR - 


DOUGLAS A. DUCEY 
- GOVERNOR - 


ARIZONA STATE VETERINARY MEDICAL EXAMINING BOARD 
1740 W. ADAMS STREET, STE. 4600, PHOENIX, ARIZONA 85007 
PHONE (602) 364-1-PET (1738) * FAX (602) 364-1039 
VETBOARD.AZ.GOV 


INVESTIGATIVE COMMITTEE REPORT 


TO: Arizona State Veterinary Medical Examining Board 


FROM: AM Investigative Committee: Robert Kritsberg, DVM - Chair 
Christina Tran, DVM 
Carolyn Ratajack 
Jarrod Butler, DVM 
Steven Seiler 


STAFF PRESENT: Tracy A. Riendeau, CVT - Investigations 
Elizabeth Campbell, Assistant Attorney General 


RE: Case: 22-53 
Complainant(s): Lea Nickolas 
Respondent(s): Kathleen Slocum, DVM (License: 3316) 


SUMMARY: APPLICABLE STATUTES AND RULES: 
Complaint Received at Board Office: 11/22/21 Laws as Amended August 2018 
Committee Discussion: 4/5/22 - (Lime Green); Rules as Revised September 
Board IIR: 5/18/22 2013 (Yellow). 


On November 17, 2021, “Minnie,” a 5-year-old female French Bulldog was presented to 
Respondent for a spay and cyst removal. The surgery was performed; the dog was slow to 
recover and lethargic. Abdominal aspiration revealed sanguineous fluid therefore Respondent 
explored the dog's abdomen. 

Hemo-abdomen was noted but the source of bleeding could not be identified. The dog 
recovered slowly; later that evening, the dog was discharged to Complainant. Respondent 
stated that Complainant was encouraged to seek follow up care at a full service veterinarian. 

Later that evening, the dog was taken to an emergency facility and a bleeding disorder was 
identified. While stabilizing the dog, the dog arrested and passed away. 


Complainant was noticed and appeared. 
Respondent was noticed and appeared telephonically. 


The Committee reviewed medical records, testimony, and other documentation as described below: 
e Complainant(s) narrative: Lea Nickolas 
e Respondent(s) narrative/medical record: Kathleen Slocum, DVM 


22-53, KATHLEEN SLOCUM, DVM 


PROPOSED ‘FINDINGS of FACT’: 


1.On November 17, 2021, the dog was presented to Respondent for a spay procedure and cyst 
removal. Complainant advised that the:dog hada history of a stroke in 2019. According to 
Complainant, technical staff member, Jen, said that pre-surgical blood work was not needed. 
According to Respondent, they recommend blood work to all patients; Complainant signed the 
intake document declining lab work. Upon exam, the dog had a weight = 29.1 degrees, a 
temperature = 100.2 degrees, a heart rate = 144bpm, and a respiration rate = 36rpm; all systems 
were noted as:normal except for the skin. There was a raised, multinodular dermal SQ mass on 
right hip: Complainant declined biopsy. 


2. The dog was administered pre-anesthetic BAA (atropine, acepromazine, butorphanol) 1.0mL 
SQ; Induced: with propofol IV; and maintained on. isoflurane and oxygen. The dog was 
administered ketofen SQ. Respondent spayed the dog and removed the mass on the right hip. 
The dog recovered uneventfully. 


3. Later that day, the dog was administered buprenorphine, Pen G and LRS 250mLs SQ. 


4. In the afternoon, it was noted the dog was lethargic therefore Respondent tapped the dog's 
abdomen which revealed sanguineous fluid. Jenn notified Complainant of the dog's condition 
and explained that Respondent needed to explore the abdomen. 


5. An lV catheter was placed and the dog was administered 400mLs of LRS IV. The dog was re- 
anesthetized with 2.5mLs propofol IV —- Respondent explored the abdomen and identified free 
blood. No loose ligatures were found; no source of bleeding could be identified. Respondent re- 
ligated pedicles and no additional bleeding was noted. The dog was monitored for some time 
prior to discharge. The dog was discharged to Complainant. 


6. After arriving home, the dog declined — the dog was lethargic, tachycardic and not able to 
stand. Complainant called Respondent with an update of the dog's condition; she spoke with 
Jen who told her the dog's elevated heart rate (>200) was good and not to worry. Complainant 
expressed concerns that the she did not get to speak with the surgeon regarding the dog's 
declining condition. Respondent stated that she was.in contact with Jen and Jen was relaying 
the information from Respondent through text and calls throughout the evening to 
Complainant. Complainant was encouraged to take the dog to an emergency facility multiple 
times. Complainant elected to watch the dog and stated she would take the dog to a full 
service veterinarian the following morning. 


7. Later. that evening, the dog was presented to an emergency facility for care where it was 
determined that the dog likely had a bleeding disorder and needed stabilization before surgery 
could be considered. During stabilization, the dog arrested, the dog responded, however, the 
dog arrested again and CPR efforts were unsuccessful and the dog passed away. 


8. Complainant commented that Jen told her the dog's blood pressure had fluctuated prior to 
surgery. She believed that she should have been advised of the dog's unstable blood pressure 
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22-53, KATHLEEN SLOCUM, DVM 


and given the opportunity to decide whether to proceed or not. Respondent stated that this 
could not be true since they do'not have the capabilities. to monitor blood pressure on the 
mobile clinic. They monitor the patients with a pulse oximeter; heart rate and respiration rate are 
monitored with a stethoscope throughout every procedure. The dog was not having any issues 
prior. to surgery so there was nothing to report fo Complainant. After the spay procedure and 
the dog was recovering slowly, Complainant was notified that they wanted to keep her for 
monitoring. Complainant was also notified when internal bleeding was identified and 
Respondent needed to bring the dog back in for exploratory surgery. Respondent did not 
directly communicate with Complainant, technical staff, Jen, relayed the information to 
Complainant. 


COMMITTEE DISCUSSION: 


The Committee discussed that information was being passed to Complainant from Respondent 
through technical staff. Complainant admitted that it was suggested the dog be taken to an 
emergency facility. However, the Committee felt there were communications issues.. 


The Committee expressed concerns that Respondent did not directly communicate to the pet 
owner after the dog required a second surgery nor did she call the pet owner when the dog 
passed away. Additionally, there was not a referral to go immediately to an emergency facility 
after the second surgery did not reveal the source of bleeding. 


The Committee discussed that pre-surgical blood work may have been helpful. Due to the 
dog's breed, 5 years old could be considered middle-aged. 


Communication was being relayed through text messages‘from technical staff. Respondent did 
not see the videos: that Complainant:sent:to staff; staff was making. decisions based on the. 
information that the pet owner was sending. If Respondent spoke directly to the pet owner and. 
expressed with urgency that the dog needed to go to an emergency facility; the outcome may 
have been different. . 


COMMITTEE'S PROPOSED CONCLUSIONS of LAW: 
The Committee concluded that: possible violations of the Veterinary Practice Act.occurred. 
COMMITTEE'S RECOMMENDED DISPOSITION: 
Motion: It was moved and seconded the Board find: 
ARS § 32-2232. (12) as it relates to AAC’ R3-11-50T (1) failure to show respect to the animal 
owner by not calling the pet owner prior to. the second surgery, not directly communicating‘: - 
to the pet owner after discharge when: the:pet owner. was. expressing :concerns with the: 


dog's condition (all communication:took place with technical staff), and not contacting the 
pet owner after the dog passed away. 
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22-53, KATHLEEN SLOCUM, DVM 


ARS § 32-2232 (12) as it relates to AAC R3-11-501 (3) failure to refer the dog immediately 
after the second surgery to an emergency 24-hour facility for continued care and 
monitoring due to the dog requiring a second surgery and the source of bleeding was not 
identified. 


Vote: The motion was approved with a vote of 5 to 0. 
The information contained in this report was obtained from the case file, which includes the 


complaint, the respondent's response, any consulting veterinarian or witness input, and any 
other sources used to gather information for the investigation. 


TR 


Tracy A. Riendeau, CVT 
Investigative Division 
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VICTORIA WHITMORE 
EXECUTIVE DIRECTOR 


DOUGLAS. A DUCEY 
GOVERNOR 


ARIZONA STATE VETERINARY MEDICAL EXAMINING BOARD 
1740 W. ADAMS STREET, STE. 4600, PHOENIX, ARIZONA 85007 
PHONE (602) 364-1-PET (1738) * FAX (602) 364-1039 
VETBOARD.AZ.GOV 


IN ACCORDANCE WITH § A.R.S. 32-2237(D): “IF THE BOARD REJECTS ANY RECOMMENDATION CONTAINED IN A 
REPORT OF THE INVESTIGATIVE COMMITTEE, IT SHALL DOCUMENT THE REASONS FOR ITS DECISION IN WRITING.” 


At the June 15, 2022, meeting of the Arizona State Veterinary Medical Examining Board, the Board 
conducted an Informal Interview in Case 22-53, In Re: Kathleen Slocum, DVM. 


The Board considered the Investigative Committee Findings of Fact, Conclusions of Law, and 
Recommended Disposition: 


1. ARS § 32-2232 (12) as it relates to AAC R3-11-501 (1) failure to show respect to the animal owner 
by not calling the pet owner prior to the second surgery, not directly communicating to the pet 
owner after discharge when the pet owner was expressing concems with the dog's condition {all 
communication took place with technical staff), and not contacting the pet owner after the 
dog passed away. 


2. ARS § 32-2232 (12) as it relates to AAC R3-11-501 (3) failure to refer the dog immediately after the 
second surgery to an emergency 24-hour facility for continued care and monitoring due to the 
dog requiring a second surgery and the source of bleeding was not identified. 


Following the informal interview with Respondent, the Board rejected the Investigative Committee's 
recommendation and voted to issue Dr. Slocum a Letter of Concern with respect to communication; 
ensuring that when things are not going as planned, the pet owner is aware and has the ability to 
communicate with the veterinarian. 


Respectfully submitted this_ 23”. day of _Segteat— 2022. 


Arizona State Veterinary Medical Examining Board 


